R. B. MALCOLM (Author's Abstract)
The following cases were reported: Thyroglossal duct cyst, 20. Result, 19 excellent; 1 required second operation. Cystic hygroma, 1. carcinoma 1.
Carotid triangle: branchial cysts, 19. The results in all these cases were excellent. Every case arose from the second cleft. All were deep to posterior belly of digastric, superficial to stylopharyngeus and lay between the external and internal carotid arteries.
Branchiogenic carcinoma, 4. Three were resected, taking away the jugular vein. Two patients died within a week; the third lived eighteen months. The fourth involved the vein and carotids in a woman aged 70, so no attempt was made to remove the tumor.
Tumor of carotid body, 2 . The first was a malignant tumor and attempt at removal was unsuccessful. The patient died some months later. Diagnosis: Ganglioneuroblastoma. The second patient was a woman aged 37, with a small mass in the region of the bifurcation which was thought to be a lymph node, but on exposure the color made the diagnosis. It was successfully removed, taking with the tumor the adjacent sheath of both carotids. Blood pressure at commencement of the operation was 120/80, and on traction on the tumor it fell to 70/50. When the tumor and nerve to it were removed the pressure went up to 100/75. The pressure following operation went up to I80/80 and persisted for several months, gradually coming down to normal. Microscopic examination showed an adenoma of the carotid body, measuring 6 x 4 x 3 cm.
Metastatic carcinoma, 73. These tumors were secondary to carcinomata in the tonsil, pharynx, tongue, lip, larynx, esophagus, thyroid, stomach and even the lung, adrenal and other areas which could not be differentiated. Of particular interest were four metastatic hypernephromata and four neurocytomata.
Tumors of lymphatic origin: Lymphosarcoma, 5 of the lymphocytic type; 3 of the reticulum cell type. This group was of particular interest on account of the variation in size and the softness to the touch. Clinically this condition resembles Hodgkin's disease.
Other tumors of mesoblastic origin: Fibrosarcoma, 2 ; lipoma, 9. These were all subfascial and were of the dissecting type, so that when they were completely removed practically the whole neck had been exposed.
Lymphangioma: This was in a child aged 10. O n removal it was found to arise from the radicles of the right lymphatic duct. Neuroma, 1 ; neurofibromatosis, 1.
Hodgkin's disease, 40. This series gave the greatest variation in the histologic findings. In some cases it was difficult to differentiate them from lymphosarcoma.
Leukemia, 10. Biopsies only were done with one exception, in which case the writer did a total thyroidectomy as an experiment to reduce the basal metabolic rate, thus hoping to improve the condition. The patient died in six weeks.
Muscular triangle, 15. All these cases were carcinoma of the thyroid. The results following thyroidectomy, and, in some cases, removal of the adjacent involved lymph nodes, were most disappointing. One interesting case occurred in a girl aged 11 years.
All of these cases were from the records of the Research and The soft tissues of the neck lend themselves readily to roentgenologic study. This is due to the variation in density of the gross anatomic structures. The trachea, entirely hollow and air containing, serves as a perfect background against which the soft structures and laryngeal cartilages may be silhouetted.
Such studies, both anatomic and pathologic, have been carried on since shortly after Roentgen's discovery; of note are the works of Sheier, Thost, Iglauer, Hay, Mosher and the Jacksons.
The value of roentgen studies of the soft tissues of the neck is dependent upon cooperation between the roentgenologist and the laryngologist. The final evaluation of the pathology must be made by comparison of the direct examination and the roentgenograms, one study supporting the other.
In infants and children, as well as in adults in whom indirect examination of the hypopharynx and larynx is impossible, the roentgenogram is indispensable in making a preoperative diagnosis. This makes a blind approach unnecessary.
Special roentgen studies must be made of the soft tissues of the neck in cases of dyspnea, hoarseness and dysphagia. These studies are indispensable in cases of foreign body, pharyngeal, laryngeal or tracheal tumors, and esophageal obstruction. They are of special value in the fitting of tracheotomy tubes. The extent and clinical course of a lesion, benign or malignant, may frequently be determined more accurately on the roentgenogram than by direct examination. In no instance, however, can the film be substituted for direct examination and biopsy. DISCUSSION DR. FRANCIS L. LEDERER: You will grant that the time allowed is not adequate for speakers of such wide experience to present all of this material and do justice to it; nevertheless, they have covered a great deal of ground.
Dr. Malcolm's experience with 3 50 cases certainly accounts for his enthusiasm, especially due to his profound respect for and knowledge of anatomy and pathology. So far as we, as laryngologists, are concerned, the dificulty arises in confusing swellings of the neck, particularly in the early stages with lymphadenitis of pharyngeal origin. When this particular type of lymphadenitis fails to respond to therapy we being to think of abscess, and when leucocytosis is absent, together with fever, fluctuation or tenderness, we often suspect a tuberculous adenitis, involving the cervical glands, especially if the process is bilateral.
The branchial cysts are very interesting. If confronted with a history that the mass had been present for a long time and had failed to increase in size we might be suspicious of it.
The lymphoblastomas which Dr. Malcolm presented with their histopathologic findings are very interesting. Hodgkin's disease, with the particularly beautiful slide, was definitely mentioned. I think we are aiding materially by just roentgen-ray in those cases, possibly with the therapeutic test if they respond to roentgenotherapy.
Bronchiogenic carcinomas or tumors of bronchial remnants occasionally confront us. The branchiomas increase rapidly in size. They are usually located in the upper anterior cervical triangle. These patients consult us with hoarseness, otalgia and pressure symptoms. The metastatic tumors of thyroid, laryngeal, pharyngeal and sinus origin occasionally present themselves, as well as those due to leukemia.
The mixed tumor Dr. Malcolm showed on the lantern slides had three different types of tumor pathology represented, with malignant degeneration in one section. This very interesting case history dated back to 1912, the patient having had eleven resections before I referred her to Dr. Malcolm. I am indeed sorry that Dr. Malcolm did not have more time to fully cover all the details of such interesting cases.
Dr. Holinger's paper illustrates the value of the roentgenogram of the neck as a very definite corroborative, diagnostic and prognostic aid. H e has presented an excellent selection of material which emphasizes the importance of the close study of the films which add much to our information of the structures in this region. The short time allowed the essayist did not permit covering every type of tumor or pathology that might be visualized in this region. The neoplasm and destruction due to tuberculosis and syphilis and the like can also be visualized in the roentgenogram. Dr. Malcolm and Dr. Holinger gave us something very well worth while.
DR. WALTER H. THEOBALD: I had a somewhat selfish motive in asking Dr. Malcolm to discuss swellings of the neck for us, for I have been confronted with such cases which were troublesome in diagnosis and thought some of the rest of you might be having the same difficulty.
A patient seen recently who had a swelling of the neck was referred to me from Berlin and I was impressed with the fact that no laryngeal examination had been made when she was in the United States two years ago. At that time her tonsils were removed because of the cervical swelling. Subsequent examination in her native country disclosed the presence of a sarcoma a t the base of the tongue. Following vigorous roentgenotherapy the swelling and lesion disappeared. I feel that all tuberculosis reacts beautifully to the roentgen-ray. Some of the sarcomata melt away with radium and roentgenotherapy but, unfortunately, they return with increased vigor and you know the terminal result. In the treatment of lymphosarcomata roentgenotherapy is hopeless.
Abscess of the Brain ERIC OLDBERG (by invitation) (Author's Abstract)
Abscesses present a multiplicity of problems, and each abscess is a problem in itself in that its position, the type of organism which infects it, its age, the amount of walling off present, the amount of edematous brain surrounding it, and the seriousness of the damage which its presence produces, are all factors which influence judgment as to treatment.
This paper outlined the radical and conservative methods of treatment in general use. The author favors conservative treatment for most abscesses, with repeated tapping and eventual extirpation, if necessary. Statistics were given as to favored sites for abscesses, and experiences with the several varieties were detailed.
DISCUSSION

DR. PERCIVAL (by invitation)
: I used to think I knew something about the treatment of intracranial infection, but the older I get-and I am not so very old yet-I find that every time I do something I wish I had done something else. For me the anxious period is not when there is an abscess fairly well developed, but when the otologist has done a mastoidectomy and the patient starts to have a drop in temperature and begins to feel better, and then develops symptoms again. Then is the anxious period not only for the otologist but for the neurosurgeon. What is going on? Is the patient getting a reinfection of the mastoid, is he getting a sinus infection that is going on into meningitis, or what have you? That is a very anxious period for everyone concerned with the case, and that is the period that is most difficult to treat, for what you are going to do depends upon the diagnosis and a diagnosis has to be made quickly. One has to make up his mind what he is going to do or whether he is going to do anything. If the patient goes on for a week or two and does not die then you have usually plenty of time to make up your mind what you will do and what the patient has.
We will suppose the patient has an abscess and has gone on for a week after his second rise in temperature, and that he obviously has not got meningitis, for you have made spinal punctures and have found only a few cells and you know that he is not shooting a daily high fever and there are no bacteria in the blood stream. H e probably has no mastoiditis so there is no reason to go in again, but the patient is very sick, has vomiting, perhaps some headache and some swelling of the optic discs. You then begin to think that there is some infection which has passed through the meninges and into the brain. Then what are you going to do? From some bitter experiences in the past I have come to feel as Dr. Oldberg does, that the less you do the better. If necessary, make a small opening and make an attempt to aspirate the abscess. Do that only if the patient has choking of the optic discs and increased intracranial pressure, so that he cannot go on without something being done. By tarrying one has the risk of SOCIETY PROCEEDINGS x u infection passing into the ventricles, so that the patient gets a ventriculitis and a secondary meningitis, but that risk I think is less than from interfering with the abscess a t that stage. If one simply takes a needle and punctures the abscess and aspirates repeatedly, as often as is necessary, sometimes the abscess will heal. A t any rate it will sterilize itself, build a good thick wall, and you will not have to operate on the abscess, a t least immediately. Dandy leads one to believe that healing will always happen, but I think that opinion is exaggerated.
If you puncture several times and the symptoms continue to recur how will you treat that abscess? Under those circumstances, as Dr. Oldberg indicated, you may treat in several ways. You can put in a drain, allowing the abscess to collapse upon itself and allowing the drain to extrude itself, so that it will heal. But in some cases the drain is extruded, the wound closed exteriorly, and an abscess forms beneath and has to be subsequently operated upon. Another method is to open the dura widely and allow the abscess to extrude itself.
That will happen, but in many instances a lot of the brain also will extrude itself with it and we do not wish that to happen for we are apt to get hemiplegia and other unpleasant things. A third method of handling these abscesses has recently been used to a great extent in Paris, particularly by Vincent and his associates. That is, puncturing several times until the abscess forms a firm wall and then going in and extirpating the abscess as if it were a tumor. That has happended to surgeons before, but by accident.
Vincent now has a large number of cases in which he has deliberately extirpated abscesses in that way with excellent results. I was so impressed with his work that I have done it myself and have succeeded with it very well. I think this is an advance in brain surgery, but I am not willing to advocate it for every case on the basis of my own experience, one case done by accident and one intentionally. Suppose one attempts to do this with the ventricles, the meninges, and everything wide open and he is unfortunate enough to rupture the abscess. That happened to me the other day. I was very enthusiastic about my first success and was going to extirpate another abscess. So I did-I got around the abscess wall and behind it and was just about to extirpate the abscess when pus began to well out, then I found there was a fresh daughter abscess just behind the other. I thought that was the end of that child. The meninges and the ventricles were wide open and there was pus in the ventricles, in the meninges and all over the brain. The child was given prontolin by mouth, and although the organism was a hemolytic streptococcus the child got well. I took the bone flap off , opened widely, packed gauze into the cavity from which I had extirpated the abscess and let the fluid drain out and the child got well. You can credit that to prontolin or not, just as you wish.
I feel that one should puncture abscesses repeatedly until they have time to wall themselves off. If one is obliged to continue puncturing them and they continue to reform then you have a choice of two things, either insert a rubber drain or extirpate them as they do in France. I am very much impressed with the latter method and will continue it until my results teach me not to do it.
About the time when infection first gets into the cranial cavity, I have never been able to make up my mind. I have been horrified a t what otologists do, but have not been able to make up my mind that I could do any better. I used to be told that one should never go into an infected area, but should make another wound entirely separate and drain through the opening. It has always made me shudder to see otologists open up a mastoid abscess, then put a hemostat through the dura and see spinal fluid come out. I have always been sure that meningitis would occur, but to my surprise it has occurred in very few cases. I think the answer is that the spinal fluid washes the infection outward and the opening is soon closed by edema and adhesions. So when infection is just getting into the cranial cavity I am satisfied to let the otologist do what he wishes and see what will occur. I have not been able to make any suggestions as to what else to do, and have always hoped that the otologist would take care of the cases in that stage. After that period is over, if a patient begins to develop brain abscess, I feel more inclined to take a hand and try to do something for the patient. (closing) : I wish to thank Dr. Bailey for his discussion, and to repeat that my experience has been most favorable with conservative methods of treatment. I have resorted to radical methods only when the former have failed. The conversion hysterias, conversion aphonia, deafness, anosmia and loss of taste were exemplified and their symptoms discussed. The importance of recognizing that the conversion hysterias represent a satisfying psychoneurotic adjustment to an emotional conflict or conflicts was stressed. The psychoneurotic adjustment was distinguished from the secondary gain achieved by the presenting symptom, in securing attention, interest and sympathy. The problem of treatment in relation to the unconscious purposefulness of this phase of the conversion symptom was explained.
DR. ERIC OLDBERG
Psychoneurotic Symptoms in Otolaryngology
Anxiety hysteria, hypochondriacal fixations, schizophrenic hypochondria and manic depressive somatic delusions were presented as a second group because they represent that class of patients who seek treatment for somatic symptoms without organic basis. Common to all is an anxious wish to be treated palliatively or surgically in the presence of a rejection of the recognition of the conscious or unconscious emotional problem involved.
Much emphasis was placed on the fact that these patients prefer organic explanations and that their oft expressed willingness to submit to an operation is not evidence of the organicity of the complaint.
This group was superficially differentiated on their response to reassurance by the attending physician. The nature of the transference relationship was explained.
The patients with anxiety hysteria were shown to be very grateful for reassurance and the more eager of the group to listen to a psychogenic explanation.
The hypochondriacal fixations were exemplified by case reports to bring out the deep seated intensity of the fixation ideology and the attending dangers in doing anything surgically about their symptoms. It was pointed out that they resent reassurance. This was contrasted with the vituperative demands for surgical treatment which characterize this group.
The schizophrenic hypochondriacal patients were shown to be even more refractory to reassurance and to be even greater operative risks. Such treatment often intensifies the condition. In this instance a warning was issued about the paranoid tendencies that sometimes follow operations on these patients.
The manic depressive psychotic patients with somatic delusions, where the latter often are so prominent that the consequent demands for treatment often mask the primary depressions, were exemplified. These patients are grateful for reassurance but are unable to hold the relief from anxiety thus gained, although they are even more suggestible to hints dropped that pathology may exist when the anxiety is thereby increased. The deep seated feeling of guilt existing in this disease was shown to motivate the symptoms.
A third group of patients who react with a psychoneurosis to the use of artificial aids was described, with attention drawn to the fact that the artificial aid is objected to because of reasons which are related to previous personality problems. If these emotional conflicts are kept in mind when discussing the use of the artificial aid with the patient, the wearing of it is made much easier. DISCUSSION DR. FRANCIS L. LEDERER: Lest Dr. Solomon's paper be placed in a facetious spot, I wish to say that it constitutes to my mind one of the most important features that could come before the Society.
It can well be said that if we eliminate the commonplace things from practice we will have no practice, but I think it is better to say that if we eliminated the psychoneuroses, we would eliminate most of our practice. Were we to carefully think over the many conditions which Dr. Solomon has so well brought before us, we would recognize many of the patients who have consulted us. We must have a feeling of guilt for having abetted psychoneurotics in many instances. As is common practice, if no organic disease is found, resort is had to swabs, sprays and tampons. I do not know whether Dr.
Solomon's treatment is better or more effective than that, but nevertheless I feel many such cases have been made worse by such classic therapy. Since having availed myself of the experience of men in Dr. Solomon's field, I have found many interesting entities such as he has presented tonight. Perhaps he could more adequately have covered the ground had he recited more case reports, and you would recognize your Mr. Joneses and Mrs. Smiths accurately described, for whom you removed tonsils and so on, but their symptoms did not subside and you justified yourself in thinking you did them no harm and perhaps did some good. I have found suggestive therapeutics a very serious menace in this special practice of medicine. I am reminded of the patient who comes in with some small growth on the tongue who thinks it is carcinoma. You think, and know, it is lymphoid tissue, but you remove it to impress the patient. Then you think you have reassured the patient with a negative report on the biopsy. But he comes back and then you apply silver nitrate and finally the patient becomes discouraged, and the same process repeats itself in many other hands. This is only one of the many typical acts in the course of special practice. I think we can study these problems with interest and profit thereby.
DR. ALFRED I?. SOLOMON (closing) : I wish to thank Dr.
Lederer for what he has said. He has indicated that he has a clear understanding of these problems.
understand what we are doing and why we do it.
I do not offer a method of treatment, merely a plea that we
